Feasibility of Screening Patients With Nonpsychiatric Complaints for Suicide Risk in a Pediatric Emergency Department: A Good Time to Talk? by Horowitz, Lisa et al.
Feasibility of Screening Patients With Nonpsychiatric
Complaints for Suicide Risk in a Pediatric Emergency
Department:
A Good Time to Talk?
Lisa Horowitz, PhD, MPH*, Elizabeth Ballard, MA*,†, Stephen J. Teach, MD, MPH‡, Abigail
Bosk, BA*, Donald L. Rosenstein, MD§, Paramjit Joshi, MD∥, Marc E. Dalton, MD, MPH¶, and
Maryland Pao, MD*
*National Institute of Mental Health, National Institutes of Health, Bethesda, MD
†Department of Psychology, Catholic University of America
‡Division of Emergency Medicine, Children’s National Medical Center, Washington, DC
§Department of Psychiatry, University of North Carolina School of Medicine, Chapel Hill, NC
∥Department of Psychiatry, Children’s National Medical Center
¶The Court Urgent Care Clinic, Psychiatric Institute of Washington, Washington, DC
Abstract
Objective—Screening children for suicide risk when they present to the emergency department
(ED) with nonpsychiatric complaints could lead to better identification and treatment of high-risk
youth. Before suicide screening protocols can be implemented for nonpsychiatric patients in
pediatric EDs, it is essential to determine whether such efforts are feasible.
Methods—As part of an instrument validation study, ED patients (10–21 years old) with both
psychiatric and nonpsychiatric presenting complaints were recruited to take part in suicide
screening. Clinically significant suicidal thoughts, as measured by the Suicidal Ideation
Questionnaire, and suicidal behaviors were assessed, as well as patient opinions about suicide
screening. Recruitment rates for the study as well as impact on length of stay were assessed.
Results—Of the 266 patients and parents approached for the study, 159 (60%) agreed to
participate. For patients entering the ED for nonpsychiatric reasons (n = 106), 5.7% (n = 6)
reported previous suicidal behavior, and 5.7% (n = 6) reported clinically significant suicidal
ideation. There were no significant differences for mean length of stay in the ED for
nonpsychiatric patients with positive triggers and those who screened negative (means, 382 [SD,
198] and 393 [SD, 166] minutes, respectively; P = 0.80). Ninety-six percent of participants agreed
that suicide screening should occur in the ED.
Conclusions—Suicide screening of nonpsychiatric patients in the ED is feasible in terms of
acceptability to parents, prevalence of suicidal thoughts and behaviors, practicality to ED flow,
and patient opinion. Future endeavors should address brief screening tools validated on
nonpsychiatric populations.
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Youth suicide is an international public health threat. In the United States alone, more than
1200 children and adolescents die by suicide each year.1 Moreover, 1 million children and
adolescents attempt suicide annually, and tens of millions more have intrusive thoughts
about killing themselves.2 Consequently, 15- to 19-year-olds are the most common age
group to present to emergency departments (EDs) with attempted suicide and self-inflicted
injury.3
Despite high prevalence and known risk factors, most suicidal adolescents do not access
mental health care services. Suicidal adolescents may be less likely to seek help for mental
illness,4 and few suicide attempters receive appropriate assessment and follow-up care.5,6
Whereas many children and adolescents at risk for suicide are not identified by mental
health providers, many adults and youth who die by suicide visit a nonpsychiatric clinician
in the months before their deaths.7-10 In addition, nearly 40% of completed suicides among
individuals 16 years and older have visited an ED in the prior year.11 Screening children for
suicide risk when they present to the ED with nonpsychiatric complaints could lead to better
identification and treatment of high-risk youth.12-16 However, this type of screening is not
routine practice.
Screening for public health threats in the ED is a controversial topic. A tension exists
between the pressures to treat acute health problems and the desire to prevent future health
problems among patients and the community at large.17-19 Emergency department
overcrowding is a critical national issue20-22; routine screening for medical and psychiatric
conditions imposes additional burdens on efficient ED flow. Conversely, for millions of
children and adolescents, the ED is their only contact with health care providers,18
suggesting that it may be uniquely positioned to capture at-risk youth. Nevertheless, mental
health screening, of any type, is conducted in less than 10% of ED patients, half of which is
prompted solely by chief complaint.23 Successful models of ED-based screening and
intervention have been demonstrated in asthma,24 injury,25 and alcohol abuse.26,27
Before suicide screening protocols can be implemented for nonpsychiatric patients in
pediatric EDs, it is essential to determine whether such efforts are realistic in this setting,
particularly for patients who are not presenting with psychiatric complaints. Although
pediatric ED mental health patients are screened for suicide risk,28 and validated tools exist
for this population,29 there are currently no suicide screening tools for ED patients admitted
for non–mental health–related reasons. In turn, it is not well documented how adolescents
with nonpsychiatric complaints and their parents would react to being questioned about
suicide during their ED visit. The purpose of this study was therefore to determine the
feasibility of screening for suicide risk in nonpsychiatric patients presenting to the pediatric
ED. For the purposes of this article, feasibility was assessed in 4 domains:
• Acceptability: Would parents of nonpsychiatric patients allow their children to be
screened for suicide?
• Prevalence: Are suicidal ideation and behavior common enough in an ED
nonpsychiatric population to warrant screening?
• Practicality: Can nonpsychiatric patients who screen positive for suicide risk be
managed effectively without disrupting ED flow?
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We prospectively recruited a convenience sample of patients as part of a larger, cross-
sectional study designed to validate an existing suicide screening instrument in patients with
psychiatric and nonpsychiatric complaints. Participants aged 10 to 21 years, inclusive, were
recruited within an urban, tertiary-care, academic pediatric ED with an annual patient
volume exceeding 80,000 in 2009. Exclusion criteria included (1) developmental disability
or cognitive impairment, such that the patient was unable to comprehend and answer
questions; (2) triage level 1,30 suggesting that the patient was not medically stable enough to
be approached; (3) parent or legal guardian was not present for patients younger than 18
years and; (4) parents/guardians and/or patients were non–English speaking. Given that
psychiatric patients accounted for only 3% of total annual ED visits, we adopted a strategy
of attempting to enroll every eligible psychiatric patient and every second nonpsychiatric
patient who entered the ED while study staff was present.
Instruments
Risk of Suicide Questionnaire–Revised—The Risk of Suicide Questionnaire–Revised
(RSQ-R) is a 17-item questionnaire based on risk factors for suicide in adolescents,
including previous suicide history, suicidal ideation, depression, hopelessness, substance
abuse, and social isolation. Included are 4 questions from the validated Risk of Suicide
Questionnaire,29 a suicide screening tool routinely used at triage in this ED to assess suicide
risk in pediatric patients presenting with psychiatric symptoms.29
Suicidal Ideation Questionnaire—The Suicidal Ideation Questionnaire (SIQ) is a self-
reported measure of the severity of suicidal ideation in adolescents.31 Two versions of the
SIQ are available, depending on age of participant. For this study, the 30-item SIQ was
administered to participants older than 15 years; the 15-item SIQ-JR was administered to
participants 14 years or younger. A cutoff of 31 or higher in the SIQ-JR and 41 or higher in
the SIQ indicates the presence of clinically significant suicidal ideation warranting further
psychiatric evaluation and is often used as a criterion standard in pediatric studies of suicide
risk.14,29,31
Procedure—After the triage and initial assessment processes, and although they were in
examination rooms waiting to be seen by a physician, participants were administered the
RSQ-R, ascertaining suicide risk, followed by the criterion-standard SIQ.31 The 2
instruments were given in succession as part of the larger validation study to create a new
suicide screening tool, based on the full 17-item RSQ-R but reduced to the fewest number of
items, which could determine suicide risk with high sensitivity and specificity. An additional
survey containing items on sociodemographic information, clinical features, and prior health
care utilization was also administered, as well as several screening evaluation questions.
Participants were told that, if the data collectors had any concerns about their safety, their
parents would be notified, and their answers would be shared with the ED clinical staff. A
licensed psychologist provided backup support and supervision for the data collectors.
Any nonpsychiatric patient who affirmed any 1 of 9 “trigger” screening questions (eg, any
level of current suicidal ideation, past suicidal behavior, or severe depression) or scored
positive on the SIQ required a further psychiatric assessment by a member of the ED
psychiatric team, which consisted of 1 or 2 dedicated, licensed clinical social workers
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supervised by an attending psychiatrist. These patients are referred to in this article as
“positive triggers.” If a patient screened negative, participation in the study concluded.
Quantitative and Qualitative Analysis—The norms of the SIQ suggest a prevalence
rate for suicidal thinking of approximately 10% for a pediatric nonpsychiatric population. A
sample size of 150 was calculated based on ensuring sufficient power for the larger,
multisite study, which was designed to validate a new screening instrument in a pediatric
nonpsychiatric population. The study was not separately powered to address the questions
posed here. Data analyses were conducted using SPSS (SPSS Inc, Chicago, Ill). Descriptive
statistics and univariate and multivariate analyses are reported.
Human Subjects’ Concerns—This study was approved by the institutional review
board at Children’s National Medical Center. Written informed consent was obtained from
the parent/guardian, and written informed assent was obtained from participants 17 years or
younger. All participants older than 18 years gave informed consent.
RESULTS
Recruitment of Participants
Of the 366 patients approached during the study period, 100 were ineligible because of
exclusion criteria (Fig. 1). Reasons for ineligibility included no parent or guardian present (n
= 33, 33%), the medical or psychiatric condition of the patient was too severe to approach
for consent (n = 26, 26%), language barriers (n =18, 17%), cognitive impairment (n = 16,
16%), or patient presented to the ED in police custody (n = 4, 4%). In cases where the
medical, surgical, or psychiatric condition was too severe, a nurse or social worker requested
that the data collector not approach the patient.
Acceptability: Would Parents of Nonpsychiatric Patients Allow Their Children to Be
Screened for Suicide?
Of the 266 patients who were eligible for participation in the study, 60% (n = 159) agreed to
participate. Reasons for declines included concerns that the patient was not in a state to
answer questions because of medical symptoms such as pain or fatigue (n = 14, 18%),
objections to the parent leaving the room (n = 9, 12%), objections to the nature of the
questions (n = 6, 8%), psychiatric symptoms such as acute distress (n = 5, 6%), and concerns
that the patient was too young (10 years) to be asked about suicide (n = 3, 4%). There were
no significant differences in age or presenting complaint (psychiatric or non-psychiatric)
between those who declined and those,who enrolled in the study. It should be noted that 3
patients who initially gave informed consent withdrew from the study: 2 because of
discharge from the ED, and 1 withdrew because of procedure interrupting data collection
process. Ultimately, 156 patients completed the study. Demographics of study participants
are presented in Table 1. The racial and ethnic demographics reflect the patient population
treated in this particular pediatric ED.
Prevalence: Are Suicidal Thoughts and Behaviors Common Enough in an ED
Nonpsychiatric Population to Warrant Screening?
Percentages of suicidal ideation and behavior among nonpsychiatric and psychiatric patients
are presented in Table 2. Of the 106 nonpsychiatric patients, 27 (25%) were considered to
have “positive triggers” and required additional follow-up with psychiatry because of
concerns about suicidal ideation or depression. Each of these patients was assessed in real
time for suicide risk, according to the ED’s standard of care, which entailed a consultation
with a dedicated, licensed ED psychiatric social worker to assess imminent risk of self-harm.
The social worker then consulted with the on-call attending psychiatrist to formulate a
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recommendation for treatment. None of these patients required psychiatric hospitalization.
All positive triggers were given a list of psychiatric services available in their local area.
Psychiatric patients were significantly more likely than nonpsychiatric patients to report
clinically significant suicidal ideation (40% vs 5.7%, respectively; odds ratio [OR], 7.1; 95%
confidence interval [CI], 3.0–16.5). Similarly, psychiatric patients were significantly more
likely than nonpsychiatric patients to report previous suicide attempt(s) (28% vs 5.7%,
respectively; OR, 4.9; 95% CI, 2.0–12.1).
Six (5.7%) of the nonpsychiatric patients reported clinically significant suicidal ideation (as
assessed by the criterion-standard SIQ). There were no significant differences in race,
ethnicity, sex, or presence of a chronic medical illness between nonpsychiatric patients who
required additional follow-up with psychiatry and those who did not.
Practicality: Can Nonpsychiatric Patients Who Screen Positive for Suicide Risk Be
Managed Effectively Without Disrupting ED Workflow?
When a nonpsychiatric patient had a positive trigger response, ED psychiatric staff
conducted abbreviated psychiatric evaluations as a result of positive triggers that lasted
between 5 and 20 minutes, averaging 12 minutes. Typically, the screening process occurred
while patients awaited evaluation by ED physicians. There were no significant differences
for mean length of stay in the ED for nonpsychiatric patients with positive triggers and those
who screened negative (means, 382 [SD, 198] and 393 [SD, 166] minutes, respectively; P =
0.80].
Patient Opinion: Do Child and Adolescent Patients Support Suicide Screening in the ED?
Responses to screening evaluation questions are presented in Table 3 (see Appendix A for a
list of all study evaluation questions). Most respondents supported the notion that nurses
should ask children and adolescents in the ED about suicide. At the end of the interview,
participants were asked: “What was it like to be asked these questions?” Of the 156
participants, 28 (18%) described the experience as positive, stating that they were relieved to
“tell the truth,” talk about something that was “weighing on them,” or that the questions
gave them a new perspective that their lives were “not so bad.” Most respondents (103/156
or 66%) gave a neutral response (eg, “fine” or “OK”). Eleven participants (8%) reported that
the experience was stressful, and 13 (8%) of 156 reported that it was somewhat “weird” or
“awkward.”
DISCUSSION
Screening both psychiatric and nonpsychiatric patients for suicide risk in a pediatric ED was
well received by most patients and their parents and did not result in prolonged ED stays.
With minimal disruption to patient flow through the ED and with acceptance by most
patients and parents approached, 106 principally minority patients aged 10 to 21 years seen
with nonpsychiatric complaints in a busy urban pediatric ED were screened for suicide risk.
A quarter of these patients required further evaluation for suicide risk, and 6% revealed
clinically significant suicidal ideation. The length of stay for those patients who screened
positive was not significantly different than the length of stay for those who screened
negative. With respect to all 4 of our stated domains, these results suggest that screening
children and adolescents presenting with nonpsychiatric complaints to an ED for suicide risk
is feasible.
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When this study was first proposed, staff voiced concerns that parents of pediatric patients
presenting to an ED would not allow their children to be screened for suicide. Even with
each participant being told that any response that indicated suicide risk would be shared with
their clinical care team and their parents, most pediatric nonpsychiatric patients were willing
to participate and were forthcoming about their suicidal thoughts and past suicidal
behaviors. In addition, most parents approached for study enrollment agreed to allow their
children to be interviewed about suicidal thoughts and behaviors. Clearly, there are some
cases in which severity of medical or surgical illness would preclude suicide screening, and
any future protocols for screening will require proper exclusion criteria.
Of note, however, 40% of patients approached declined to be in the study. Most patients or
parents declined to participate because they were not interested in the study or because they
were concerned about pressing medical or surgical problems. Several of the declines
acknowledged the value of screening but were concerned that their child was too young (eg,
10 years old) to be asked about suicide. It may be that if the screening tool was standard of
care with appropriate exclusion criteria, the percentage of those declining would be
decreased.
Prevalence of Suicidal Ideation and Behavior
Screening is most effective when conducted with populations in which the condition of
interest is neither too rare nor too common.32 Our results showed that 25% of the
nonpsychiatric patients enrolled required further psychiatric evaluation to assess suicide risk
and that 6% of the nonpsychiatric patients reported clinically significant suicidal ideation.
Given that medically ill patients are considered a vulnerable population at greater risk for
suicidal thoughts and behaviors than their healthier counterparts33-36 and that for many
medically ill children, ED visits are their only contact with the health care system, the
pediatric ED is a promising venue for capturing youth at risk. In addition, the more common
practice of depression screening has been shown to not capture all cases of suicide.33 As
suicide risk factors among the nonpsychiatric patient population are still unknown,
depression screening alone is not adequate for capturing at-risk pediatric patients in a
medical setting.14 There are no reports of iatrogenic harm in asking adolescents about
suicide,37 but there is a chance for profound benefit in identifying at-risk youth. In this
study, 12 patients identified as at risk for suicide stated that they had never been asked about
suicide before; for these youth, the ED stands as the only place that recognized their distress
because they were directly asked about suicide.
Practicality
Emergency departments are increasingly challenged by high volumes and high acuity.20-22
Additional screening for medical and/or psychiatric conditions not obviously related to the
patients’ presenting complaints may add to these burdens, with negative implications for the
efficiency of patient flow through the ED. Our screening procedure, however, lasted only 12
minutes and was generally conducted while the patient was in the examination room
awaiting the physician. Overall lengths of stay were unaffected. Nonetheless, given the high
and rising rates of adolescent suicide,38 we believe that the high positive yield on the
screening process makes the minimal interruption in ED flow worthwhile.
It should be noted that a full psychiatric evaluation was not expected to be completed in the
approximately 12-minute psychiatric assessments that was conducted on positive triggers.
Rather, this period was utilized to assess imminent risk of self-harm. Nevertheless, the value
in even this brief evaluation was to connect the patient with follow-up services if warranted,
to allow the patient to discuss distressing thoughts of self-harm and, most importantly, to
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make the parent aware of potentially unknown suicidal thoughts and behaviors that his/her
child may be harboring. Recognition is the critical first step in making an impact.13
Patient Opinion
In addition to concerns over whether parents would find suicide screening in an ED
acceptable, it was also unknown how pediatric patients would respond to such screening.
There are concerns raised from the research literature and parents that children may be
“stressed” by questions about suicide. Most of our sample (66%) gave 1-word responses that
are typical for adolescents: “fine” or “OK.” But 18% gave more poignant answers. For
example, patients who did affirm suicidal ideation or behavior stated that answering these
questions was like “coming out with the truth.” These patients reported that “lots of kids
don’t know where to go for help, so they don’t get the help [they need]” or commented on
the ease of telling personal fears to a professional/stranger rather than their parents.
Interestingly, some patients who were negative for suicide risk reported that hearing the risk
questions made them realize that their lives were “not so bad.” A small minority of our
sample, 8%, reported feeling “nervous” about being asked. When probed further, they
reported feeling uncomfortable by the questions. We believe that although some discomfort
may arise, the message conveyed is that suicidal thoughts are taken seriously by the medical
profession and can be discussed openly. The final 8% found the questions to be “weird” or
“awkward.” However, some of these patients also thought that screening was important. As
1 patient said “[the questions] were kind of weird but might help other kids who have
problems.” Child reactions to these questions are hypothesized to be the same as raising
other important issues with youth, such as drug use and safe sex practices. Overall, the
patient participants in this study deemed such questions as nonburdensome and worthy of
being asked of all patients in the ED, regardless of presenting complaint. As 1 child
described, “Kids get sad and don’t have anyone to talk about it with, so if a kid is already in
the ER and with people who are trained, it’s a good time to talk.”
Currently, pediatric nonpsychiatric patients are typically not asked directly about suicidal
thoughts or behaviors. Given that more than 1.5 million adolescents utilize the ED as their
primary source of health care,39 the ED visit may be an opportune time to utilize screening.
Resistance from an already overburdened health care system without adequate mental health
resources might be expected. A brief screening tool that can be administered by
nonpsychiatric clinicians to guide assessment would be optimal in the busy ED setting and is
currently under development using the larger data set from which these data originate.
LIMITATIONS
Given that this study reports only initial results from a larger study, the small sample size
limits our ability to draw conclusions about differences between nonpsychiatric and
psychiatric patients in the ED. Participants were assessed by a research team that had time to
devote to screening and ensuring follow-up. Once a valid screening tool is developed to
assess patients entering the ED, flow and length of stay will need to be assessed in greater
detail. Given this is a single-site, specific urban pediatric ED population, generalizability
may be limited. A larger data set including non–English-speaking patients and individuals in
foster care is recommended for future study.
FUTURE DIRECTIONS
Future studies should focus on pediatric medical patients who screen positive and their
adherence to follow-up recommendations. Outcome data on the impact of screening for risk
of suicide among children and adolescents in the ED and other settings such as primary care
clinics and schools are greatly needed.
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Screening pediatric nonpsychiatric patients for suicide risk proved to be feasible in a large,
urban, tertiary-care ED. Mental health resources and effective interventions are essential to
responsibly and effectively manage positive screens. Asking pediatric patients directly about
suicidal thoughts and behaviors seems valuable. Most likely, children and adolescents are
not going to offer up this information without prompting. As one very articulate child
subject reported “if you don’t ask them, they may never tell you.”
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TABLE 1
Demographics of Study Participants (n = 156)
Sex
 Male 68 (43.6%)
 Female 88 (56.4%)
Race or ethnicity
 African American 104 (66.7%)
 White 23 (14.7%)
 Hispanic/Latino 8 (5.1%)
 Mixed/other 21 (13.5%)
Age, mean (SD) 14.6 (2.76) y
 10–11 y 20 (12.8%)
 12–17 y 108 (69.2%)
 18–21 y 28 (17.9%)
Presenting complaint
 Medical 106 (67.9%)
 Psychiatric 50 (32.1%)
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